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Office of Health Care Assurance 

 

State Licensing Section  

 

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION 

 
 

Facility’s Name: Regency Hualalai 

 

 

 

CHAPTER 90 

Address: 

75-181 Hualalai Road, Kailua-Kona, Hawaii 96740 

 

 

Inspection Date: April 23 & 24, 2019 Biennial 

 

 

 

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF 

CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED. 

 

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT 

RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE, 

WITHOUT YOUR RESPONSE.   
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-90-8  Range of services.  (a)(1)   

Service plan. 

 

The assisted living facility staff shall conduct a 

comprehensive assessment of each resident's needs, plan 

and implement responsive services, maintain and update 

resident records as needed, and periodically evaluate results 

of the plan.  The plan shall reflect the assessed needs of the 

resident and resident choices, including resident's level of 

involvement; support principles of dignity, privacy, choice, 

individuality, independence, and home-like environment; 

and shall include significant others who participate in the 

delivery of services; 

 

FINDINGS 

Resident #1- Service plan (6/18/18, 7/13/18, 11/2/18, 

1/21/19, 4/23/19) stated resident on Regular diet, but 

resident’s current diet order is No Added Salt (3-4 gm Na), 

regular texture (ordered 8/24/16). 

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-90-8  Range of services.  (a)(1)   

Service plan. 

 

The assisted living facility staff shall conduct a 

comprehensive assessment of each resident's needs, plan and 

implement responsive services, maintain and update resident 

records as needed, and periodically evaluate results of the 

plan.  The plan shall reflect the assessed needs of the 

resident and resident choices, including resident's level of 

involvement; support principles of dignity, privacy, choice, 

individuality, independence, and home-like environment; 

and shall include significant others who participate in the 

delivery of services; 

 

FINDINGS 

Resident #1- Service plan (6/18/18, 7/13/18, 11/2/18, 

1/21/19, 4/23/19) stated resident on Regular diet, but 

resident’s current diet order is No Added Salt (3-4 gm Na), 

regular texture (ordered 8/24/16). 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-90-8  Range of services.  (b)(1)(B) 

Services. 

 

The assisted living facility shall provide the following: 

 

Three meals daily, seven days a week, including modified 

diets and snacks which have been evaluated and approved 

by a dietitian on a semi-annual basis and are appropriate to 

residents' needs and choices; 

 

FINDINGS 

No documentation that the menus were reviewed and 

approved by the dietician on a semi-annual basis in 2017 

and 2018. 

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-90-8  Range of services.  (b)(1)(B) 

Services. 

 

The assisted living facility shall provide the following: 

 

Three meals daily, seven days a week, including modified 

diets and snacks which have been evaluated and approved 

by a dietitian on a semi-annual basis and are appropriate to 

residents' needs and choices; 

 

FINDINGS 

No documentation that the menus were reviewed and 

approved by the dietician on a semi-annual basis in 2017 

and 2018. 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-90-8  Range of services.  (b)(3)(A)(i) 

Services. 

 

The assisted living facility shall have policies and 

procedures relating to medications to include but not be 

limited to: 

 

Self-medication: 

 

Residents must have physician or prescribing advanced 

practice registered nurse's written order of approval for self-

medication of prescription medications; 

 

FINDINGS 

Record review for Resident #1 found MD circle “no” for 

self-administration on Standing Order form dated 6/18/18. 

However, per staff, resident has been self-administering 

medications which also reflected on electronic medication 

record and marked “U-SA” or unsupervised self-

administered. 

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-90-8  Range of services.  (b)(3)(A)(i) 

Services. 

 

The assisted living facility shall have policies and 

procedures relating to medications to include but not be 

limited to: 

 

Self-medication: 

 

Residents must have physician or prescribing advanced 

practice registered nurse's written order of approval for self-

medication of prescription medications; 

 

FINDINGS 

Record review for Resident #1 found MD circle “no” for 

self-administration on Standing Order form dated 6/18/18. 

However, per staff, resident has been self-administering 

medications which also reflected on electronic medication 

record and marked “U-SA” or unsupervised self-

administered. 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-90-8  Range of services.  (b)(3)(B)(ii) 

Services. 

 

The assisted living facility shall have policies and 

procedures relating to medications to include but not be 

limited to: 

 

Administration of medication: 

 

The facility shall provide and implement policies and  

procedures which assure that all medications administered 

by the facility are reviewed at least once every 90 days by a  

registered nurse or physician, and is in compliance with  

applicable state laws and administrative rules. 

 

FINDINGS 

Residents #1 and #2- No proof that medication was 

reviewed by a registered nurse or physician once every 90 

days. 

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-90-8  Range of services.  (b)(3)(B)(ii) 

Services. 

 

The assisted living facility shall have policies and 

procedures relating to medications to include but not be 

limited to: 

 

Administration of medication: 

 

The facility shall provide and implement policies and  

procedures which assure that all medications administered 

by the facility are reviewed at least once every 90 days by a  

registered nurse or physician, and is in compliance with  

applicable state laws and administrative rules. 

 

FINDINGS 

Residents #1 and #2- No proof that medication was 

reviewed by a registered nurse or physician once every 90 

days. 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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Licensee’s/Administrator’s Signature: _________________________________________  

 

            Print Name: __________________________________________ 

  

 Date: __________________________________________ 

 

 


